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Measure/Parameter Recommendations  
Weight and BMI  Maintain normal body weight (BMI 18.5-24.9 kg/m²) 

Diet  Recommend adoption of the DASH eating plan. Encourage fruits, whole grains, vegetables and low-fat dairy products  

 Reduce dietary sodium content to less than 100 mmol/day (2.4g sodium or 6g sodium chloride) 

 Moderation of alcohol consumption (14 drinks/week men and 7 drinks/week women) 

Physical Activity   Engage in regular aerobic physical activity (brisk walking at least 30 minutes/day, most days) 

Blood Pressure 
Screening 

Blood pressure screenings should be measured at each regular healthcare visit or: 

 At least once every two years if blood pressure is less than 120/80 mm Hg 

  Every year in persons with systolic blood pressure of 120 to 139 mm Hg or diastolic blood pressure of 80 to 90 mm Hg 

Smoking  Assess smoking status and provide smoking cessation counseling and interventions  

Levels of BP  Normal Systolic BP <120 and Diastolic BP <80  

 Pre-HTN Systolic BP 120-139 and Diastolic BP 80-89  

 Stage 1 HTN Systolic BP 140-159 and Diastolic BP 90-99  

 Stage 2 HTN Systolic BP >160 Diastolic BP >100 

Goals of Therapy Suggested Auscultated  Goals of Therapy (Automatic monitors goals are commonly 5 points lower) 

 Systolic  Diastolic  

Uncomplicated Hypertension <140 <90 

Ages >75, CAD, PAD, Cerebrovascular Disease, LVH, GFR under 59, and/or 10 yr 

Framingham Risk >15% 

<125-130 <90 

Nondiabetic CKD with Proteinuria <130 <80 

>80 yrs, Frail, Diastolic BP<70 (treatment may have higher incidence of side 

effects) 

Can accept higher systolic pressure of 150 

to avoid side effect 

 

 

Evaluation of High BP  Measure BP over 3-6 visits if there is no end-organ damage, proteinuria, renal disease or cardiovascular disease 

Suspect Secondary 
Cause 

 Patient is resistant and at maximum doses of 3 drugs including diuretic 

 Acute rise in BP after stability 

 Onset before puberty 

 Onset <age 30 without family history or other risk factor such as obesity or related to medications 

 Malignant/accelerated hypertension with signs of end organ damage (retinal hemorrhages, heart failure, elevated creatinine) 
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 Signs and symptoms upon screening i.e. symptoms of spontaneous hypokalemia, hyperkalemia, tachycardia, headaches and sweats 

Workup After 
Diagnosis 

 Evaluate end organ damage – fundoscopic exam, EKG, glucose, urinalysis, lipid profile, basic metabolic panel with GFR 

 Assess risk of cardiovascular disease – use risk calculator for 10 year risk 

 Identify/ discuss issues and medications that could contribute to hypertension such as oral contraceptives, NSAID’s, obesity, and sleep apnea 

General Advisements 
When Starting 
Pharmacologic 

Treatment 

 In the general in the African-American population, including those with diabetes, initial antihypertensive treatment should include a thiazide-type 
diuretic or CCB. 

 If goal BP is not reached within a month of treatment, increase the dose of the initial drug or add a second drug from one of the classes in 
recommendation (thiazide-type diuretic, CCB, ACEI, or ARB). The clinician should continue to assess BP and adjust the treatment regimen until goal BP 
is reached. If goal BP cannot be reached with 2 drugs, add and titrate a third drug from the list provided.  

 For resistant hypertension spironolactone can be a useful as a diuretic option.  

Initial Pharmacologic 
Monotherapy 

Classes of 
Medications 

 

 Thiazide Diuretics – first choice for the African-Americans population 

 Long Acting Calcium Channel Blockers – good in the African-American population 

 ACE Inhibitors/ARB medications – first choice for patients with diabetic nephropathy or renal disease with proteinuria, younger patients  

 Beta Blockers (weakest of all and less stroke risk protection) – choice in patients with ischemic heart disease/CHF, younger patients 

Combination 
Pharmacotherapy 

 Combination therapy at moderate doses has greater effect and less side effects than high doses of single agent  

 ACE or ARB class combined with Calcium Channel Blocker is particularly effective 

 ACE or ARB class with diuretic is also effective but less powerful 

 ACE and ARB should not be used together 

Timing of Follow Up  Reevaluate patient Q2-4 weeks until BP controlled 

 After control, evaluate patient Q3-6 months to assure adequacy of control 

Follow-up Blood work  BP check  2-3 weeks after a change in medication 

 Basic metabolic panel labs should be done every 6- 12 months with normal renal function, and consider more frequent monitoring , with GFR <60 or if 

taking spironolactone  

Home Monitoring  Encourage patient to conduct home monitoring for 7 days monitoring 2X/day 

 Advise patient if BP out of range to contact practice. 

Referral to Specialist  Consider a referral to a specialist if taking 3 drugs or more and BP is hard to control. 
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